Spinal subdural haematoma in a parturient after attempted epidural anaesthesia
To the Editor: I was extremely interested to read the case report of"Spinal subdural haematoma in a parturient after attempted epidural anaesthesia "z and was impressed by the speed of diagnosis and subsequent management.
The finding of an elevated alkaline phosphatase in association with normal liver enzymes may indeed be due to biliary cholestasis (intra-or extrahepatic) but of course it is not the only cause.2 Bone pathology may give rise to an elevated alkaline phosphatase (e.g., osteomalacia, primary-hyperparathyroidism). In this case the patient had experienced "backache" for six hours before admission (although this pain had resolved before transfer from another hospital). Was there any history of back trauma and had the patient taken any analgesic drugs (such as NSAIDs)? In addition, alkaline phosphatase may also be elevated in the last trimester of pregnancy.
The aetiology of the subdural haematoma in this complicated case was not clearly established and it is a pity that the patient was lost to further follow-up and investigation. 
S. Jankowski

Accidental total spinal
To the Editor:
We read with interest the article by Palkar et al. ~ and would like to raise a number of points. First, we wondered why the authors exposed an obese obstetric patient to the risks of general anaesthesia when sensory analgesia was above T47 We agree that sensory analgesia due to 45 mg lidoeaine may not have lasted the duration of surgery, especially as the authors suggested that the analgesia was regressing rapidly. However, this patient had an epidural catheter in situ which was thought to be in the subarachnoid space and, therefore, there was no reason why adequate sensory analgesia could not have been maintained by injecting small increments of local anaesthetic through the catheter: continuous spinal anaesthesia is becoming increasingly popular in obstetric practice.
Second, why did the authors not aspirate the epidural catheter after the positive test dose? The epidural catheter could have been placed in the subdural space which would have resulted in a negative aspiration test. Injection of the test dose could then have produced a tear in the arachnoid mater, and, thereby, resulted in a positive test dose. Aspiration of the catheter at this point in time would then have resulted in a positive aspiration test. However, the authors concluded that the above situation was not possible on the basis that the patient did not develop a post dural puncture headache (PDPH).
Third, the only evidence that the epidural catheter was in the subarachnoid space was the rapidity and density of sensory block achieved by the test dose. However, the aspiration test was negative, the patient did not develop a PDPH and unfortunately, radiological examination could not be carried out because the catheter was displaced. It is possible that the catheter could have been in the subdural space and, although unlikely, the block was an unusual presentation of a subdural block. 
"If it squeaks, all is well"
To the Editor:. Brain-specific monitoring during carotid endarterectomy is expensive, labour-intensive and time-consuming. To shunt or not to shunt? is controversial but we agree with the Mayo Clinic's suggestion that shunts should be used in patients who require them during the procedure. We have devised an inexpensive and effective means of monitoring cerebral perfusion for carotid endarterectomy under regional anaesthesia which has helped us determine which patients require shunting. The patients are informed about the regional anaesthetic technique during the preoperative visit and are taught about a squeezable, squeaky toy (Figure) they will be using during the operation. Benzodiazepines are avoided if possible and small doses of narcotics are used only if necessary before and during surgery.
Deep cervical and superficial cervical plexus block is performed in the operating room using 20-25 ml lidocaine 2% with epinephrine. Then, the patients are given a small squeezable, squeaky toy in the hand eontralateral to the operation.
Monitoring in the OR is routine. When the surgeon is ready to clamp the carotid artery the patient is asked to squeeze the toy to produce a squeaky noise. The request is repeated immediately after the clamping and every three to four minutes during the lime the carotid artery is clamped. If patient becomes symptomatic and[
FIGURE
or is unable to squeeze the toy then a shunt is inserted for the operation.
By following this technique of selectively shunting the patient by using patient as a monitor, we have not felt the need for more expensive and exhaustive monitoring.
This inexpensive ($1) Brain Monitor has helped us to manage these patients for carotid endarterectomy under regional anaesthesia.
